Objective: To evaluate presenting symptoms, workup, and management of hypopharyngeal and esophageal injury associated with ACDF.
Method:
We performed a retrospective review of consecutive cases in an academic institution. Inclusion criteria included patients with esophageal injury and dysphagia after ACDF who presented to otolaryngology clinics from January 2006 to July 2011 (N = 10). Outcomes reviewed include time to presentation, presenting symptoms, repair method, and oral intake status.
Results: Four of 10 patients presented with dysphagia, hoarseness, neck pain, or abscess within a week after ACDF. Three of 10 presented >1 year after ACDF with abscess, aspiration pneumonia, or stridor. Three of 10 had delay in diagnosis (>1 year between presentation and final diagnosis). Fusion plate removal occurred in 9 out of 10 patients. Conservative treatment was successful in 3 out of 10 who had no esophageal injury or only small perforation on endoscopy. One of 10 underwent successful repair with SCM flap. Six of 10 underwent free tissue transfer (1 required salvage SCM flap, 2 had persistent fistula). On posttreatment MBS, 4 out of 10 had asymptomatic diverticulums. Seven of 10 patients were taking PO at 1 week-9 months posttreatment.
Conclusion:
In patients with a history of ACDF and dysphagia, clinicians should maintain a high index of suspicion for morbid complications such as esophageal perforation. Greater than 3 months of mild-moderate dysphagia should prompt evaluation with MBS whereas severe symptoms may indicate MBS/CT/endoscopy. Majority of patients will need fusion plate removed and will resume oral intake.
Head and Neck Surgery Hypopharyngeal Cancers Requiring Reconstruction
Poonam Joshi, MD (presenter); Sudhir Nair, MD; Anil K. D'Cruz, MD Objective: 1) The type of reconstructions used; 2) complication rates; 3) duration of hospital stay; 4) perioperative mortality; and 5) disease-free interval. In this retrospective analysis, we audit the hypopharyngeal cancers that required some form of tissue augmentation for pharyngeal reconstruction after primary surgery.
Method: Retrospective analysis of predominantly hypopharyngeal cancer patients who underwent surgery at the Tata Memorial Hospital, between 2005 and 2010. Of the total 390 patients, 103 required some form of pharyngeal reconstruction. The mean age of this population was 56 years with a male to female ratio of 4:1.
Results: Fifty-three patients had reconstruction with pectoralis major myocutaneous flap. Thirty-two had gastric pull up, 12 had free jejunum, and 6 had free radial artery forearm flap. The mean hospital stay was 22 days. While the overall perioperative mortality was 10% (10/103), majority (6/10) had GPU as part of treatment. A total of 18% of patients had re-explorations, 6% had flap failures, and 23% had pharyngocutaneous fistula. Twenty percent had stricture of neopharynx and 44% had tracheostomal stenosis. The mean disease-free intervals for all patients were 12 months and 11 months with close or involved margins.
Conclusion:
The choice of reconstruction should be decided preoperatively based on the overall health status of the patient. Patients undergoing GPU have higher mortality rates. Low preoperative albumin level is an indicator for perioperative mortality (P value equal to .02). Final HPR margin status may influence disease-free interval. Objective: Tracheoesophageal prosthesis facilitates esophageal speech in postlaryngectomy patients. The vocal prosthesis can be placed either during tracheoesophageal puncture (TEP) or, more commonly, in a delayed fashion. Our objectives were to: 1) analyze the voice outcomes and 2) compare the pain and emergency care, following primary versus delayed prosthesis placement.
Head and Neck Surgery improved Outcomes in Primary
Method: A 2011 cohort study. A tracheoesophageal puncture occurred in conjunction with, or within 3 months of, total laryngectomy. Nine patients underwent primary and 11 patients
